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Editorial Comment 


THE SEASON’S WE have started the New 
GREETINGS Year with a number of 

changes in DISEASES OF 
THE CHEST. We hope that you will cake 
notice of our new cover, the change of format 
in arranginz papers, the new style of type, 
the heavier paper, and the increased width 
of our journal. We express our thanks to the 
Fellows who have given 
the improvement of the journal and we at all 
times solicit your further comments. 

It is the desire of the Editorial Board to 
maintain the same progressive attitude for 
DISEASES OF THE CHEST, which was inau- 
gurated at the very beginning of the journal. 
We will endeavor to express through the 
columns of the journal, the high purposes 
and aims of the American College of Chest 
Physicians. Here, again, we solicit the co- 
operation of the Fellows of the American 
College of Chest Physicians and the readers 
of DISEASES OF THE CHEST. 

We will continue to publish practical papers 
by competent authors stressing the diagnosis 
and treatment of chest diseases. 

The journal designed that it will 
interest the physician in the general practice 
of medicine as well as the chest specialist. 

The Editorial Board of DISEASES OF THE 
CHEST extends the Season’s Greetings to all 
of its readers and to the Fellows of the Amer- 
ican College of Chest Physicians. F.W.B. 
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PHILADELPHIA 
PLAN IS 
SPREADING 


FROM North, 
West, come 


South, and 
inquiries con- 
cerning the Philadelphia 
Plan of a nation - wide 
organization of Tuberculosis - Minded Phy- 
sicians within Organized From 
several States have come from 
such men that they are actively organizing 
Tuberculosis Committees in their County 
Medical Societies and are planning to or- 
ganize a Committee in their State Medical 
Societies a meeting takes place. 

Fortunate indeed (and few), are the tuber- 
culosis patients in communities where the 
sanatorium service, case finding, nursing, 
and rehabilitation, are without defect. In 
those communities, a Committee should be 
formed to disseminate information about 
such perfection, to change such backward 
situations as exist elsewhere. 

Physicians in organized medicine alone 
are capable of organized effort to bring treat- 
ment to as high a standard as it is in some 
spots, and should be everywhere. 

Will you write and tell us the most glaring 
detect in your Tuberculosis System? We want 
your influence and help with ours (insuffi- 
cient medical personnel and Pneumothorax 
Operators who are untrained). Our Tubercu- 
losis Nurse Training is unsatisfactory. Is 
yours? Can you advise us? — Frank Walton 
Burge, 1939 Chestnut Street, Philadelphia, Pa. 
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NOT OVER FIFTY patients to one doctor is 
FIFTY TO the maximum compatible with 
ONE modern study and treatment 


necessary in the Tuberculosis 
Sanatorium today. Some sanatoriums have 
only 30 patients to 1 doctor. 

If your sanatorium has too many patients 
leaving “against advice” do not try to explain 
it on grounds of the inferiority of the patient; 
it is always due to some inferiority in the 
sanatorium. 

It is impossible for an average doctor to be 
keenly interested in the individual case when 
he is unable to keep up with the bare ne- 
cessities. 

The authorities of the World are agreed 
that every pneumothorax case should be 
fluoroscoped before every refill. When a 
patient accustomed to such procedure goes 
to a sanatorium where he receives refill after 
refill without fluoroscopic study, do you think 
he can have confidence in that sanatorium’s 
treatment? 

Yet in many institutions for treatment of 
tuberculosis the doctor cannot take time to 
fluoroscope the hundreds of cases under his 
care before each refill; nor can he study 
each case as it needs study today. 

So, for the sake of the poor neglected pa- 
tient in the under-staffed sanatorium, let us 
unite in demanding “Not over 50 to 1”. 

F. W.B. 


A letter received from a physician in Florida. 
AN EDITOR SHOULD “FOR two years or 


NOT MAKE thereabout, I have 
AMBIGUOUS not missed reading 
STATEMENTS 


every page of your 
journal, and I have 
always reveled in it, but I must admit the 
November issue stunned me. If I have been 
able to sense your articles the one continuous 
thread above all others has been “Find Tu- 
berculosis Early That It May Be Gotten At 
In Time. Now, I read on page six of the 
present issue some one begrudging what little 
an interne learns from examining the host 
of patients that he is serving day after day 
with no other remuneration than what he 
learns from them. Will the author kindly 
tell me just when and how does he expect 
the interne to be able to recognize tubercu- 
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losis if he is not able to get a little fronf 


interning? I thought that was the pri¢ 
charity patients paid for the work that th 


interne staff does for them free of charg § 


I just cannot see how anyone would ever lear § 
any medicine if he is not to even examin 


anyone. Will he wait till he gets out in genera) 
practice and try to learn on the ones who ar 
paying him money. Certainly I would no 
interne at a hospital that refused me th 
right to examine the patients for whom] 


worked day after day. Interne life is hard ang F 


the poor devil certainly rates a little chanc 
to improve his knowledge since he does no 
even get a few dollars for smokes after serv- 
ing years in school. Certainly I would no 
abuse the patient, but I maintain “that little 
knowledge” must be attained before he can 


secure “that big knowledge”. Where is he} 


to start examining patients? And when? 
Very sincerely yours, M. D.” 
November 2, 1937 
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—, Florida, 
“RRORE EOOGIEE «. o-«0. 0:04 0 

“Your letter of November 2nd, 1937, is 
indeed gratefully received because it teaches 
me again how we must never take anything 
for granted and lack completeness in any 
article. 

“T have been campaigning for sometime 
against untrained pneumothorax operators 
In some of our hospitals, internes on a two- 
months rotating interneship do practically 
all of the pneumothorax work in the hospital. 
By the time they are slightly trained, they 
move on. In the editorial to which you Ie 
ferred in your letter, no objection whatevel 
was intended to the interne acquiring all 0 
the skill in diagnosis of which he is capable 
The objection was purely to his doing opera- 
tive procedures for which he is improperly 
trained. 

“We maintain that the only people wh0 
should be trained to do pneumothorax alt 
men who intend making chest work a spe 
cialty. 

“Thank you for your kindness and I hopt 
you will help in the future with any mistakes 
we may make. 

“Very cordially yours, F. W. B.” 
November 11, 1937 
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ree THE IN the parade of pathological rapid advances in collapse therapy this group 
ice CAVITY changes taking place in the lung is becoming progressively smaller — these 
the structure along the whole tuber- cases should be segregated. An open cavity 
ree culosis front, the most formidable is the open is always a potential, and usually a real, 
am cavity. It is the chief source of spread of the menace. It is a menace to the individual who 
sles disease both within and without the body. harbors one, in that it is the frequent cause 
eral § Could only an Aladdin come among us and of a bronchogenic spread to other parts of 
me stroke his magic lamp, and forthwith com-_ the lung or even to the opposite lung. It is 
net mand that all existing cavities immediately a menace to the public at large in that it is 
the ' close; and that no other case progress to cavi- the source of innumerable tubercle bacilli 
m | tation! With this state of affairs, the prop- discharged into the outside world to infect 
and agation of tuberculosis would practically other innocent and unsuspecting victims. 


cease. The disease having no victims about 


When there are large numbers of tubercle 


which to entwine its life-blood sucking ten- 
tacles, would shortly wither and die. We can 
-f invoke no Aladdin and his lamp; but by the 
ittle § persevering, rigid, diligent and skillful appli- 
cation of many measures at our disposal, 
hep we can anticipate this eventuation. These 
measures include among others such vital 
ones as examination of contacts; mass tuber- 
37 | culin testing with x-ray examination of the 
postive reactors; a complete examination of 
all members of a household where there is a 
postive reactor, particularly one in the pre 
—or early school age; the segregation of all 


bacilli in the sputum, it is presumptive evi- 
dence of the presence of larger or smaller 
cavities. The most reliable means for their 
detection is the x-ray; but they are not al- 
ways revealed on the film even when they 
may be proved to exist. By the use of Tomo- 
graphy (x-ray exposures made at varying 
depths within the lungs) cavities can be 
shown which were not disclosed by the usual 
procedures. The persistence of metallic, con- 
sonating or large moist rales over an area 
in the upper lobe, with or without amphoric 
or cavernous breathing and the classical post 


advanced cases; tussic suction sound, is reliable evidence of 


and the attempt by some 


nine | {0rm of collapse therapy to convert postive excavation. A postive sputum under these 
om suptum cases to negative cases — which conditions is practically confirmatory. 

‘f means closing their cavities. It may be well to again emphasize that 
time Every case under treatment should be an appropriate slogan in our campaign 
tors} closely followed at all times, with frequent 28inst tuberculosis would be CLOSE THAT 
two} Sputum and periodic x-ray examinations. An CAVITY. C. H. H. 
sally} amelioration or disappearance of symptoms, NEW YEAR’S RESOLUTIONS 
ital. | 4 Sense of well being and a gain in weight Resolved: That we will continue to look for 
they} May be misleading. These may occur during the early case of tuberculosis. 
ree} 4 time when the disease process within the Resolved: That we will examine and tu- 
evr} lungs may be undergoing a tragic spread. berculin test all contacts, and 
lof} The most satisfactory index to the progress that we will x-ray all postive 
able | Of a patient is the sputum and x-ray exam- reactors. 
era-f ‘ation. A negative sputum and film showing Resolved: That we will institute early col- 
erly | “NO Open cavity indicate accurately that things lapse of diseased lungs. 

are going well; but conversely, an open cavity Resolved: That we will isolate all open cases 
who } Nd a postive sputum portend trouble ahead. of tuberculosis. 
are Recent statistics reveal that in 80% of cases Resolved: That we will support the educa- 
Spe- When the diagnosis of tuberculosis is first tional program of the American 

made, cavities are demonstrable; and they College of Chest Physicians, and 
hope} are likewise present in 85% of all admissions the National Tuberculosis Asso- 
akes— to the sanatorium. Surely this would tend ciation. 

to prove that we are yet far removed from Resolved: That we will subscribe to and 
3." our goal. Where possible, cavities must be DISEASES 





Closed. Where impossible—and with the 


support the journal, 
OF THE CHEST. 
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The Psychology of The 


TAT CO ET 
Li BINGLA, 


WHEN the practical homespun psychology 

of the family physician yielded to the 
pressure of the newly developing scientific 
approach to medicine, the community suf- 
fered a great loss. While prescientific medi- 
cine had many weaknesses it had always 
been a real staff on which suffering human- 
ity could lean in times of need. 

The change from giving most attention to 
relieving the patient’s symptoms and assur- 
ing him and the family that he would soon 
be more comfortable, be relieved of pain, or 
be out of danger, to that of making a diag- 
nosis; was a shift from making the patient 
the object of greatest concern to that of sub- 
stituting interest in the disease for interest 
in the patient. This was an instance in which, 
while training the backward horse of the 
team we neglected the other and let him be- 
come incompetent in comparison. 

In order to understand the psychology of 
the tuberculous patient we must conceive of 
man in his dual relationship of a physical 
machine housing a psychical being. While 
all human bodies have essentially the same 
parts, and while the psychical or emotional 
side of man, as well as his physical being, 
shows similar characteristics in all human 
beings, yet our study of both the physical 
and psychical must be directed to the indi- 
vidual. While certain characteristics are 
found in common, those which are of great- 
est importance to man in health or disease 
are those which are peculiar to the individual 
in review. 

We wholly miss the essence of the disease, 
tuberculosis, unless we proceed from the 
standpoint that the physical mechanism only 
houses the individual who is ill. If the tuber- 
culous patient were not a thinking, wishing, 
hoping individual, subject to the effects of 
joy, happiness, sorrow, disappointment, dis- 
couragement and despair; and if these states 
did not react favorably or unfavorably upon 
his progress toward recovery, the problems 
of the physician who guides the patient would 
be comparatively easy. 

In the first place. let us inquire what are 


Tuberculous Patient 


M.D., F.A.C.] 


oi 


we trying to accomplish in the treatment of 
tuberculosis? Are we trying to heal a lung 
or joint or bone just that they may be re. 
stored in their integrity? Far from it, we are 
attempting to restore these members to a 
state of integrity so that the being housed 
in the injured body may take his place in 
life capable of enjoying and accomplishing: 
otherwise our efforts are misdirected. This 
is what gives us the greatest problems in 
the therapy of the tuberculous. It is better 
to say the treatment of the tuberculous pa- 
tient rather than the treatment of tuber- 
culosis, for this emphasizes the patient rath- 
er than the disease. 

The reaction toward disease is both phys- 
ical and psychical. These two aspects of man 
are so closely bound and their reactions are 
so nicely integrated that reaction in one af- 
fects the other, the nature of the individual 
and the amount of the reaction depending 
primarily on that basic condition which may 
be taken as his usual or predominant status 
and secondarily, upon modifying factors. 

For our purpose it is fruitless to discuss 
whether disturbances in the physical ma- 
chine or in the psychical being are primary 
in the makeup of a given individual, but we 
do know that the composite physical and 
psychical being shows many variants and 
that reaction to disease or to any other stim- 
ulus is individual. 

Just as we know man’s personality may be 
altered according to the state of his physical 
body, so can the functions and likewise the 
structure of his body be changed by varying 
psychological states. 

The general effect of tuberculous disease 
on the body and likewise upon the psychical 
aspects of the individual will vary accord- 
ing to its extent and severity. In general, its 
primary effect is that of injuring and de- 
stroying structures locally and of altering 
function throughout the body; but a dis- 
turbed function causes worry, fear, anxiety. 
and depression; causes the patient to be cog- 
nizant of body functions, which should be 
carried on unnoticed, and has a tendency t 
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cause a centering of his attention upon him- 
self. This may lead to self-pity, fear, pessi- 
mism, and defeat, all of which again react 
through the nervous and endocrine systems 
of the patient to further stimulate changes 
in function which may already be disturbed 
or to create new departures from normal. 

The effect of a wrong diagnosis of tuber- 
culosis, or of the patient suspecting it, is 
often apparent in an increase in nervous- 
ness, insomnia, feelings of tiredness, lack of 
vigor, loss of appetite, disturbed digestion, 
loss of weight, increased heart action and 
shortness of breath. When, after an adequate 
examination, the patient is told that active 
tuberculosis does not exist these symptoms 
will often disappear like magic. They are 
psychical in origin and are relieved by chang- 
ing the psychology of fear and despondency 
to one of confidence and happiness. 

When a definite diagnosis is made, how- 
ever, then there is a mixed psychologic con- 
dition brought about based on the necessity 
of facing the fact of a serious illness which 
removes one from his accustomed work, se- 
parates him from his domestic, social, and 
business activities and carries with it a cer- 
tain amount of uncertainty for the future. 
This is mitigated somewhat by the physician’s 
statement of the hopefulness connected with 
the proper treatment and the immediate 
institution of the same. At best, however, 
there is always some doubt, unhappiness, dis- 
appointment, worry, and depression con- 
nected with the illness and the sacrifices 
that must be made. These gradually may be 
displaced by proper suggestion. To appreciate 
the tuberculous patient’s problem one must 
think of the number of ways in which one 
facing the fact of having active tuberculosis 
must reorganize his life and activities as he 
plans to face the future. 

A physician, to meet such situations, must 
be more than a physician. Above all, he must 
be a humanitarian. He must be able to ap- 
preciate others’ problems and be sympathetic 
toward them and their solution. He must not 
only be a counselor but a wise counselor. He 
must understand that he has not a tuber- 
Culous lesion alone to heal but a human being 
to restore to healthful thinking and living, 
so that he may take his place in enjoying 
life and producing to the extent of his ability; 
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adding his part to the sum total of the world’s 
accomplishment. 

There is a tendency for a chronic illness 
like tuberculosis which is attended by toxic 
absorption, and which requires much rest 
and often divorcement from business activi- 
ty and social responsibility for months and 
sometimes many months, to make patients 
dependent and childlike in their psychology, 
to produce in them such a psychic trauma 
that they lose confidence and shrink from 
facing life’s problems which await them on 
recovering. They fear the future at times 
more than they fear the disease. The pre- 
vention of this state of dependence can be 
best accomplished. by early diagnosis and 
immediate application of adequate treat- 
ment. Such a program should restore ninety 
per cent of patients to health and usefulness 
before they become chronic invalids. But we 
are far from this desired goal. We are still 
treating most of our cases when the disease 
is advanced and far advanced, at a time when 
the psychical problems are real and serious. 
In early cases from nine months to a year 
and a half of active treatment will return 
most patients to lives of usefulness; in ad- 
vanced cases the time is two or three times 
as long, and the result is jess certain and less 
satisfactory. So it is evident that the psychic 
problems of the tuberculous patient vary 
much with the extent of the disease. Then, 
too, early cases as a rule have a minimum 
of ill feeling, while advanced cases often suf- 
fer greatly. 

Tuberculous patients should always give 
attention to those things which will prevent 
their minds from degenerating during the 
time required for treatment. Reading, study, 
sewing, knitting, drawing, painting, making 
light mechanical toys, and other such diver- 
sions suited to the particular patient accord- 
ing to his condition will help him pass the 
time and at the same time bring him through 
his illness with a minimum loss of his powers 
of concentration and correlation. As soon as 
the patient is in a condition to exert himself, 
Suitable exercise may be prescribed. I find 
walking the safest of all exercises for tuber- 
culous patients. I try to have patients walk 
from one to five miles a day by the time they 
are through with their treatment. Thus they 
regain confidence while they have their 
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physician to guide them. Patients who follow treatment, at times, patients are unable t rus 
out programs such as this are in a condition assume their usual working obligations. They gel 
to assume light work soon after their active must either take a part-time job or wait long. tio 
treatment is finished. Their morale is good. 4» ang risk the danger of further deteriora. — 
They know they can withstand exertion. tion while doing so. So attention should be fic 
They have not lost their powers of concen- ; i —— th 
: , given to rehabilitation and finding work such 
tration. They may face return to home and E tele ty 
business with a degree of security and con- as these patients can do. It is important that tic 
fidence. they should become self-supporting as soon f , 
Not only does such a program bring the pa- 4S possible after a successful result has been F rel 
tient through his treatment but it relieves attained. fic 
him of that awful defeatism which pervades Our object is not alone to heal tuberculo- ex 
the one who has not had the proper psychical sis but to heal the patient who has it; tore- — Trt 
aid and the proper physical rehabilitation. pair his psychologic injuries as well as thos: els 
It too makes the treatment as pleasant as is which have a physical basis; to restore him m: 
possible for a regime which requires confine- to the place where he can meet the problems A 
ment and isolation from one’s interests for of life without being hampered by a defeatism in 
long periods of time. That it shortens the such as often follows chronic devastating F tu 
time of treatment, too, is self-evident, for it disease. We should encourage him to gain 
relieves the patient of depressive and harm-_ proper control of himself and acquire a sane | M 
ful emotions which hamper physiologic func- outlook on life so as to be able to approach fF tu 
tion; but best of all it preserves indepen- his problems optimistically, in the easy way, of 
dence, self-respect, ambition, and fitness. with a confidence of being able to fill his ti 
Unfortunately, no matter how adequate the position in life to the fullest capacity. tu 
— >» «<——_—___—__ 13 
. . re 
Non- Tuberculous Pulmonary Apical Disease lo 
Joun N. Hayes, M.D., F.A.C.P. \ 
and 
Joun B. O'Connor, M.D. of 
zabriels, New York 0! 
et 
diagnosis of non-tuberculous pulmonary tuberculosis. The characteristic shadows in le 
apical disease by its very title implies the x-ray film has a mottled, beaded appear- ly 
the rigid exclusion of tuberculosis. In a pa- ance which may, or may not, have a hazy al 
tient with a history of pleurisy with effu- border, depending upon the predominating or 
sion, hemoptysis of one ounce or more and_ character of the reaction. In addition, cavi- 01 
the presence of rales, after cough, in the tation may occur early in the disease and be n 
upper one-third of the lung, we strongly identified as such in the stereoroentzeno- e 
suspect PULMONARY TUBERCULOSIS. The’ gram. These x-ray changes usually occur in re 
subsequent demonstration of parenchymal the upper one-third of the lung fields. In 0! 
changes in the lung fields by means of the’ the presence of cavitation the sputum should fi 
roentgen-ray, and acid fast bacilli in the pa- reveal acid fast bacilli on direct smear, cul- a 
tient’s sputum enable one to make a definite ture, or guinea pig innoculation. A negative fi 
diagnosis. The tuberculous patient may be _ report in the presence of cavity should rende! ) 
asymptomatic but usually the onset of the’ the lesion suspect of being non-tuberculous. is 
disease may be classified as pleuritic, hem- A negative Mantoux skin test, in the absence b 
optoic, insidious, or catarrhal, depending on of high fever or terminal pulmonary tuber- te 
the predominant symptom. An acute upper’ culosis, is not found in an active tuberculous V 
respiratory infection and so-called “grippe’’ lesion. ti 
from which the patient fails fully to recover The characteristic onset of LOBAR PNEU- a 
may often be the beginning of pulmonary MONIA with severe chest pain, chills, fever. ti 
10 
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rusty sputum, dyspnea, and prostration, to- 
gether with the physical signs of consolida- 
tion or, in early cases, distant or diminished 
pronchial breathing, should not cause dif- 
ficulty. Typing of the sputum, isolation of 
the organism from the blood stream, and the 
typical diffuse shadow of lobar consolida- 
tion in the x-ray will clinch the diagnosis. 

BRONCHOPNEUMONIA, especially in child- 
ren, may be apical in location. Sputum is dif- 
ficult to obtain and is not characteristic 
except that tubercle bacilli are not found. 
The chest plate may show patches of disease 
elsewhere than in the apex. Physical signs 
may be absent or may vary from time to time. 
A negative tuberculin skin test will be of value 
in these cases. In the adult the negative spu- 
tum is of the greatest aid in the diagnosis. 

UNRESOLVED OR INTERSTITIAL PNEU- 
MONIA may present a problem and is often 
tuberculous. Stringy shadows with an absence 
of mottling, broncho-pneumonic consolida- 
tion, negative sputa are aids in ruling out 
tuberculosis. 

APICAL BRONCHIECTASIS (see Fig. 1, p. 
13) may be associated with lung cysts, un- 
resolved pneumonia, and fibrotic tubercu- 
losis or may octur alone following some 
cicatricial process in the area. The con- 
stitutional symptoms are the usual ones 
of sepsis: chills, nightsweats, fatigue, loss 
of weight and strength, languor, anorexia, 
etc. Local symptoms are cough and puru- 
lent expectoration. The sputum is usual- 
ly copious in amount (two to sixteen ounces) 
and may or may not have a rancid or fetid 
odor. Blood streaked sputum occurs in about 
one-half the cases and frank hemoptysis is 
not uncommon. The so-called “dry bronchi- 
ectasis” may occur without sputum but with 
repeated hemoptyses. Frequent examinations 
of the sputa fail to reveal pathogenic acid 
fast organisms, unless we are dealing with 
a tuberculous bronchiectasis. Spirochetes and 
fusiform bacilli are frequently found in the 
sputum. Physical examination of the chest 
is not of much aid —a few coarse rales may 
be heard — but the clubbing of fingers and 
toes is quite suggestive. The x-ray may re- 
veal fibrosis and a suggestion of minute mul- 
tilocular cavity formation. A striate appear- 
ance of the apex may afford a clue. The in- 
troduction of iodized oil into the bronchi 
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leading to the suspected apex while the pa- 
tient is lying on the affected side in a modi- 
fied Trendelenburg position will afford a 
contrast bronchography which will reveal 
sacculation or dilatation of the bronchi in 
such cases. 

LUNG ABSCESS (see Fig. 2, p. 13) may be 
preceded by pneumonia, septic embolic phe- 
nomena, trauma, operations on the upper 
respiratory tract, the aspiration of a foreign 
body (tooth, peanut, etc.) or vomitus and is 
frequently seen following exposure incident 
to an alcoholic debauch. The usual consti- 
tutional symptoms of sepsis are present. 
There may be a history of a sudden copious 
expectoration of foul sputum. Hemoptysis 
may occur if the abscess necrotizes a blood 
vessel. The sputum may be moderate in 
amount and foul smelling if infected with 
B. Coli or fusospirochetal organisms. No tu- 
bercle bacilli are found but a non-pathogenic 
acid fast organism may be seen on smears. 
Guinea pig innoculation is indicated in such 
cases. Elastic fibres are often found if there 
is extensive involvement. If the abscess has 
cavitated and is peripheral, the signs of cavi- 
tation may be heard. The x-ray may reveal 
a zone of decreased density with a surround- 
ing area of haziness if the cavity has formed. 
In some cases, cavity formation may be as 
late as ten months, and before the cavity 
forms we may see a localised area of pneu- 
monitis which may progress and recede at 
times. THERE IS AN ABSENCE OF MOTTL- 
ING IN SUCH SHADOWS. If the involved 
area excavates early and completely, the sur- 
rounding pneumonitis may be absent and to 
distinguish it from an early thin-walled tu- 
berculous cavity is impossible without sputum 
studies. 

PRIMARY TUMORS OF THE LUNG (see 
Fig. 3, p. 13) and pleura usually occur not 
earlier than the fifth decade of life. They 
are generally bronchogenic in origin but a 
few have been classified as pleural mesothe- 
liomata. Loss of weight is the dominant con- 
stitutional symptom. Cough and expectora- 
tion almost daily, tinged or with frank blood; 
pain in the chest, persistent and severe; and 
dyspnea, if effusion be present, are the chief 
local symptoms. Pressure symptoms manifest 
by hoarseness, aphonia, or paralysis of the 
vocal cords, together with the objective find- 
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ing of diaphragmatic paralysis may be in 
evidence if the recurrent laryngeal or phren- 
ic nerves are involved. There may be atelec- 
tasis if the bronchus 


there is a combined lesion. Tumor cells have 
been identified, together with elastic fibres, 
in the sputum. The usual site of the x-ray 
lesion is near the root but it may be seen in 
the apex. The area of increased density has 
a stellate or irregular border suggestive of 
the invasive nature of the neoplasm. Me- 
tastatic tumors present 
demarcated, border. The tumor may outgrow 
or occlude its blood supply and a central area 
of necrosis slough out to give the appearance 
of an apical tuberculous cavity. This may 
occur early. The dense homogeneous shadow 
of atelectasis may be seen in the upper lobes 
if the tumor occludes the bronchus. A mas- 
sive effusion may obliterate the pulmonary 
markings. These effusions, when removed, 
are often bloody and microscopically tumor 
cells may be found. Bronchoscopy with biopsy 
will permit a definite diagnosis in most cases. 
Cervical or supraclavicular lymph nodes, if 
palpable, should be removed for microscopic 
study. Cutaneous nodules may occur that 
upon section will show tumor éells. Neoplasm 
must be kept in mind in all patients over 
fifty years of age who show a unilateral api- 
cal lesion with negative sputa. Extrapleural 
tumors such as lymphoma and aneurysm may 
cause pulmonary atelectasis by occlusion of 
a bronchus. 


becomes completely 
stenosed. No tubercle bacilli are found unless 


a typical, sharply 
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LUNG CYSTS (see Fig. 4, p. 13) more fre. 
quent in children, are usually congenitg) 
anomalies and are frequently associated with 
bronchiectasis. The patient may be symptom 
free or may have the symptoms of brop- 
chiectasis. They may occur as an isolated 
apical rarefaction in the x-ray. Unless jp- 
fected, they are thin-walled and without sur- 
rounding infiltration. A fluid level may be 
present. Acquired cysts may be due to para- 
sites (echinococcus). Emphysematous blebs 
may resemble true cysts of the lungs. The 
sputum is negative for tubercle bacilli and is 
not characteristic. Contrast bronchography 
may be useful. 

INTERLOBAR PLEURISY and EMPYEMA 
may be confused with apical tuberculosis. 
The condition develops from pneumonia, with 
a subsequent return of chills, fever, and other 
toxic manifestations. Suspended dullness over 
the fluid with resonance above and below it 
is characteristic. The x-ray film shows a 
sharply demarcated area of increased den- 
sity, the lower border of which is almost hori- 
zontal. The lateral film localizes the effu- 
sion and a needle may reveal pus. There is 
generally no expectoration or the empyema 
may evacuate itself via a bronchus. 

Rarer conditions to be kept in mind are 
atelectasis of the accessory lobe of the azygos 
vein, fungus infection, silicosis, and syphilis 
which may show a diffuse (fibroid) or con- 
glommerate (gummatous) shadow on the 
x-ray but is rarely confined to the apex 
of the lung. 
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Tuberculosis Control * 


Kentucky, along with the great majority of the other 
States in the Union, is showing an upward trend in 
mortality from tuberculosis. In 1936, deaths from this 
cause in the State totaled 2,065, as against 2,003 in 
1935 — an increase of 62. This upward trend is just what 
students of tuberculosis expected and predicted as an 
inevitable result of years of acute economic depression. 
To them the surprise is that it did not come sooner. 

The experience of the past two years has conclusively 
demonstrated: 

1. That the effective control of tuberculosis demands 
as definite an epidemiological study of the disease as is 
required in the case of any other communicable disease. 

2. That in any case-finding program, tuberculin testing, 


with X-raying of reactors, still constitutes the most de- 
pendable route. 
3. That the private practitioner, who is tuberculosis 
conscious and applying modern methods of tuberculosis 
* Abstracted from the Kentucky Bulletin of the De- 
partment of Health, Vol. X., No. 5, December, 1937. 
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control, is the most important factor in solving the prob- 
lem of finding active cases of tuberculosis and bringing 
them under treatment. 

4. That it is highly essential that Parent-Teacher 
Associations, civic clubs, women’s organizations and the 
citizenship generally interest themselves, actively and 
energetically, in the effort to insure that all school 
teachers, janitors and others whose duties bring them in 
close contact with school children, are free from infectious 
tuberculosis. No child is safe in school when and where 
one or more of the teachers or attendants are afflicted 
with tuberculosis in the infective stage. 

5. That it is particularly important that high school 
groups all be tuberculin tested and that all reactors 
found among them be X-rayed. It is in such groups that 
the breaking down of the protective barriers against 
tuberculosis first manifests itself. Special attention should 
be given to high school students engaged in athletics. 

6. That additional funds are needed to defray the 
expense of X-raying indigent reactors, and for the proper 
isolation of such as may be found to be spreaders of the 
disease.— John B. Floyd, M. D. 
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Fig. 1 Apical Bronchiectasis, Non-tuberculous Fig. 2. Lung Abscess with Pulmonitis, Upper-third 
(Courtesy of Dr. John Steidl, Trudeau Sanatorium. Death from cerebral abscess 
rudeau, New York) Autopsy —- no tuberculosis. 


Fig 3 Pulmonary Carcinoma with Cavity Fig. 4 Embolic Pneumonia, Lower Lobe. Quickly 
Proved at autopsy. Resolved; Apical Cyst. 
Death from cerebral-arterial accident. 
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Effusions Complicating Artificial Pneumothorax 


Clinical Classification 
Conservative Management, With The Use Of Oleo-Pneumothorax 


CHARLES A. SMoLT, M.D. 


california 


LEURISY with effusion is the most com- 

mon and potentially dangerous complica- 
tion of pneumothorax therapy in tuberculo- 
sis. In a well-considered approach to the 
problem offered by the advent of such an 
effusion the disappearance of the fluid will 
not be made an end in itself. A lung is col- 
lapsed originally to provide favorable condi- 
tions for healing of tuberculous lesions with- 
in it. The real objects of treatment are; the 
preservation of these favorable conditions for 
healing, avoidance of damage due to syste- 
mic absorption of toxic material from the 
effusion, and satisfactory expansibility of 
the lung when the need for collapse has 
passed. If, through too much or too little 
treatment, the patient is rid of his effusion 
but left with an inexpansible lung or one 
which is being forcibly expanded by the con- 
traction of massive adhesions his chances 
for recovery from tuberculosis have been 
seriously impaired. 

While favorable effects, both immunologic 
and mechanical, have been ascribed to ef- 
fusions in pneumothorax; a survey of the 
ultimate results of the long-continued pres- 
ence of exudate in the pleural space will of- 
fer little comfort. Persistent effusions even- 
tuate. in a variety of ways, most of them 
tending to diminish the value of the pneu- 
mothorax. Those which remain serous lead 
to progressive thickening of both visceral and 
parietal pleurae, permanently enclosing the 
lung in a thick envelope, and promoting the 
growth of interpleural adhesions. Purulent 
exudates greatly increase the rate of pleural 
organization, are accompanied by fever and 
toxemia, and are prone to be complicated 
by fistulae and tuberculosis of extrathoracic 
organs. 

The plan of treatment to be described has 
been employed in the tuberculosis service of 
Ventura County Hospital and in private prac- 
tice for a period of five years. It has given 
acceptable results in a sufficient number of 
cases to warrant presentation. The proce- 
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dures involved are not elaborate and have 
been frequently performed in patients’ homes. 


CLASSIFICATION 





In considering management of pleuritic 
effusions in pneumothorax, it is useful to | 
divide them into four classes: 
I. Small Intermittent Effusions. 


These appear slowly and give little symp- | 
tomatic evidence of their presence, being dis- 
covered at routine fluoroscopy. The amount 
of exudate is seldom more than enough to 
cover the diaphragm. Usually disappearing 
in a few days or weeks, they may reappear 
from time to time during pneumothorax 
treatment without apparently affecting it. 


II. Clear Serofibrinous Effusions. 


Members of this class may appear at any 
time from the original introduction of air to 
several years afterward. The onset is that 
of a mild or severe acute infection, charac- 
terized by chills, fever, pain in the chest, non- 
productive cough, anorexia, and more or less 
malaise. Air absorption from the pleura is 
reduced. Where the effusion accumulates 
rapidly a positive intrapleural pressure en- 
sues and mediastinal shift may give rise to 
respiratory embarassment demanding re- 
lief. The fever and other symptoms of in- 
fection usually subside in from two to six 
weeks although fluid production may con- 
tinue for months. 


III. Seropurulent and Secondarily Puruleni 


Effusions. 


Although encountered most commonly 4s 
a secondary change in effusions belonging 
to Class II, seropurulent exudates may ap- 
pear as such without a detectable clear se- 
rous stage. The symptoms are much the same 
as those of the preceding class except that 
complete defervescence is distinctly less com- 
mon and the patients seldom regain the stage 
of convalescence enjoyed before the onset of 
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the pleurisy. Periodic exacerbations are at- 
tested to by increased fever, pain in the chest, 
and malaise. Slow deterioration in general 
condition, great thickening of the pleura, and 
an increased tendency to the development of 
extrathoracic tuberculosis are regularly seen. 
Iv. Acute Purulent Effusions. 

This class is numerically small but of far 
greater immediate danger to the patient than 
any other. The pus may be of purely tuber- 
culous origin or due to tubercle bacilli in 
combination with ordinary pus formers. Pre- 
disposing factors are; extensive tuberculosis 
near the surface of the lung, acute upper 
respiratory infections, influenza, and pneu- 
monia. An occasional cause is the accidental 
wounding of the lung or a lung-containing 
adhesion by the needle. An especially severe 
type may follow the therapeutic collapse of 
a lung for non-tuberculous abscess. The on- 
set is violent with chills, high fever, pain, 
dyspnea, sweating, and profound prostration. 
The most urgent symptoms may subside after 
a time and the case comes to resemble those 
in group III. In other instances however, the 
course is that of the most fulminating em- 
pyema resulting in early death. 


MANAGEMENT 
Class I. 


The small intermittent effusions which 
outnumber all other types require little treat- 
ment. In some patients it is possible to re- 
duce the frequency or volume of refills while 
the exudate is present, though more often 
the rate of air absorption is not much 
changed. At fluoroscopy the base of the lung 
near the diaphragm should be watched for 
a tendency to adhere. The use of the fluor- 
oscope at regular short intervals is indispen- 
sable in caring for any patient having a 
pheumothorax effusion. 


Class II. 


Watchful waiting epitomizes the manage- 
ment of the early stages of pleurisy with a 
Clear serofibrinous effusion. 

Patients who have been out of bed should 
be returned to full bed rest for the duration 
of the rise in temperature and pulse rate. 
Acetyl salicylic acid or sodium salicylate 
dosage makes the patient more comfortable 
and appears to hasten defervescence. Pain 
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in the chest or shoulder is often relieved by 
applying a firm binder around the abdomen 
and lower chest. Reassuring words to the 
patient and his family should not -be neg- 
lected as it frequently appears to them that 
the situation is far worse than before pneu- 
mothorax was begun. 

Reduction in the rate of pleural air absorp- 
tion nearly always makes early refills un- 
necessary. Thoracentesis is best avoided until 
one of three situations arises: first, the fluor- 
oscope shows that intrapleural pressure is 
too low and the lung tends to reexpand; 
second, symptoms and the fluoroscope point 
to so large a volume of fluid that respiration 
and circulation are embarassed; third, in the 
absence of pressure symptoms, the effusion 
becomes so abundant as to prevent adequate 
fluoroscopy. Adequate fluoroscopy demands 
a view of all the lung borders so that undue 
expansion of any portion is not overlooked. 
In the presence of more than 300 to 400 c.c. 
of fluid this means tilting the patient from 
side to side or having him lie upon his side 
in front of a vertical fluoroscope so that the 
fluid occupies a lateral position and reveals 
the base of the lung. 

When the first situation arises, an ordinary 
air refill of sufficient size to meet the needs 
of lung collapse is made. A portion of the 
effusion may be aspirated through the same 
puncture, if necessary, to insure a better view 
of the lung. Unless a total collapse is indis- 
pensable to control of the intrapulmonary 
lesions it should not be maintained in the 
presence of any exudate as the prospects for 
reexpansion are always in jeopardy. 

In the second situation, thoracentesis 
should be done and a sufficient amount of 
fluid removed to relieve dyspnea, allow the 
return of the mediastinum to its normal posi- 
tion, and permit a view of the lung borders. 
It is well to do this before excessive stretch- 
ing of the mediastinum has occurred. 

In the third case also, enough fluid is 
aspirated to bring the lung borders into 
fluoroscopic range. If needed to adjust the 
pressure properly an air refill completes the 
procedure. 

If the effusion remains clear and no ten- 
dency toward pleural synthesis becomes evi- 
dent, interference other than the procedures 
just described is not warranted for a period 
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of from three to five months. Fever attrib- 
utable to the pleuritis commonly subsides 
within a few weeks and the patient regains 
the ground lost at the onset of the compli- 
cation. In many cases the effusion is entire- 
ly absorbed within a few months and little 
trace of the pleurisy remains except that re- 
fills are not needed as frequently as before. 
In comparatively few patients are more than 
three tappings required to control the exces- 
sive production of fluid. However, the portion 
remaining after the last aspiration may show 
little tendency to be absorbed. The level seen 
under the fluoroscope rises and falls within 
narrow limits and, if all the fluid is aspirated, 
soon reappears at the same point. This state 
of affairs may continue indefinitely until 
the effusion becomes purulent or pleural 
thickening with adhesions changes the pic- 
ture. 

To avoid these contingencies, at the end 
of the period of waiting mentioned above— 
earlier if rapid fluid production persists—a 
partial oil replacement of the effusion is done. 
The oil mixture consists of 2 per cent gomenol 
in liquid petrolatum, warmed to body tem- 
perature. To test the patient’s tolerance 2 c.c. 
of oil is introduced the first day followed 
by 10 to 20 c.c. upon the second. A few pa- 
tients complain of the odor of the gomenol 
at first and may suffer some diminution in 
appetite for two or three days. Actual symp- 
toms of intolerance are seldom encountered. 
After the preliminary doses, all but about 
200 c.c. of the effusion is aspirated and is 
replaced with 300 c.c. of oil and enough air 
to adjust the intrapleural pressure. The case 
is then carried on as an oleo-pneumothorax. 
Some further exudation is to be expected and 
may be easily aspirated from below the oil 
as required. It is seldom of considerable vol- 
ume and more than two aspirations between 
changes of oil are unusual. The oil may be 
removed and replaced every two or three 
months and after fluid formation has ceased 
may be discontinued. The favorable effect 
upon the pleura is further shown by an in- 
crease in the rate of air absorption. 

More than 300 to 400 c.c. of oil are not em- 
ployed since medication of the pleura is its 
only function and lung compression is still 
maintained by air. The disadvantages of a 
full oleo-thorax, such as the sensation of 
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weight and the danger of fistula formation. 
are thus largely avoided. 

Oil replacement should also precede an ip. 
crease in intra-pleural pressure necessitated 
by formation of interpleural adhesions in the 
presence of serofibrinous effusions. While 
oleo-pneumothorax with positive pressure 
cannot be expected to stave off obliterative 
pleuritis permanently, it will often postpone 
the need for extrapleural collapse for long 
periods. The oil appears to exert a definite 
influence upon the formation and contrac. 
tion of extensive adhesions. 


Class ITI. 


Management of seropurulent and second- 
arily purulent effusions differs but little in 
the first few weeks from that described for 
Class II, since the purulent character of the 
exudate cannot be established until thora- 
centesis is done. The true state of affairs 
may, however, be suspected before a tap is 
made because of higher temperature, more 
severe symptoms, and rapid accumulation of 
the effusion. 

Every effort should be made toward pre- 
serving the patient’s strength and insuring 
adequate nutrition. Pain in the chest may 
require strapping and codein or dilaudid. The 
low Fowler position is often preferable to a 
perfectly flat bed. Earlier interference is 
warranted in these cases than in those with 
clear effusions. Complete defervescence with 
satisfactory absorption of even a thin puru- 
lent exudate is seldom to be hoped for and 
few patients tolerate pus in the pleural space 
at all well. As soon as the symptoms of acute 
pleuritis have subsided and the daily fluc- 
tuations in temperature become about equal 
oil replacement should be considered. 

Rapid complete replacements with high 
concentrations of gomenol are not necessary 
and frequently cause disagreeable reactions. 
It is best to begin by removing a small part 
of the effusion and introducing a few cubic 
centimeters of two or three per cent gomenol 
in petrolatum. After a few days the opera- 
tion is repeated on a larger scale and a third 
sitting should empty the chest of exudate 
and leave in its place about 400 c.c. of oil con- 
taining 4 per cent of gomenol. This often re- 
sults in a great improvement in the patient's 
condition and, in favorable cases, no highet 




















7 7 ar ee bl ’ ‘ yop 
1938 DISKASES OF THE CHILES 


concentration of gomenol need be used. Re- 
accumulation of exudate is easily detected 
at fluoroscopy since the less radiopaque oil 
floats upon it. 

The volume of exudate and the patient’s 
temperature dictate the intervals at which 
tapping need be done and each time the 
chest may be emptied of fluid and oil fol- 
lowed by replacement with fresh oil. When 
lower concentrations of gomenol fail to pro- 
duce the desired improvement, solutions may 
be employed containing from 10 to 12 per 
cent. It is best to increase the concentration 
gradually. As the rate at which the exudate 
forms decreases a Change in its character 
toward a serous or serosanguinous type is 
noted and an increase in air absorption evi- 
dences better condition of the pleura. After 
several months to a year or more, the use 
of oil may be discontinued altogether. 

In doing oil replacements I do not perform 
a preliminary lavage of the pleural space 
since it adds appreciably to the length of 
the procedure and the chance of shock. If 
difficulty is met with in aspiration because 
of thick exudate or fibrinous flakes, a few 
ounces of normal saline solution containing 
powdered caroid is instilled and allowed to 
remain for a few minutes. This proteolytic 
enzyme will render a thin easily aspirated 
fluid and does not seem to have any un- 
favorable effect. 


Class IV. 


Successful management of an empyma of 
this class taxes the resources of the pneu- 
mothorax therapist and his consultant sur- 
geon to the utmost. The patient is dan- 
gerously ill almost from the onset and be- 
cause of his collapsed lung is without means 
of localizing the infection. 

Treatment during the acute febrile period 
is directed largely toward supporting the pa- 
tient in his struggle to survive a severe and 
widespread infection. Nutritional and fluid 


requirements often need be met by intra- 
venous saline and glucose solutions. Blood 
transfusion may be imperative and should 
be used early and repeated at need. Pain 
in the chest with its resultant dyspnea is 
often greatly relieved by oxygen inhalation 
and the application of a binder. Short wave 
diathermy applied through the affected half 
of the chest gives much subjective relief. 

Thoracentesis should not be done within 
the first week unless a high intrapleural 
pressure becomes evident. Thereafter how- 
ever, if large quantities of pus are present, 
frequent aspiration will have to be done or 
a catheter introduced into the chest and 
closed drainage instituted. If sufficient im- 
provement in the patient’s condition is ob- 
tained, an attempt to disinfect the pleura 
with gomenol in oil should be made and in 
some cases the pneumothorax is saved there- 
by. Lavage with warm normal saline solu- 
tion with or without the addition of an anti- 
septic assists in the removal of the pus but 
is not often of great assistance in overcoming 
the infection. Rib resection may have to be 
resorted to if these measures fail to give ade- 
quate drainage because of “pocketing” and 
thick pus. 

In a large percentage of patients with acute 
purulent effusions hope for continuance of 
a useful pneumothorax must be abandoned 
and the objective changed toward preparing 
the patient for some form of extrapleural 
collapse. This is beyond the scope of this 
paper. 

SUMMARY 


1. A working classification of effusions 
complicating artificial pneumothorax is pre- 
sented. 

2. In clear serofibrinous and in seropuru- 
lent effusions, interference for definite rea- 
sons only, with conversion to oleo-pneumo- 
thorax, offers a widely applicable means of 
preserving useful lung collapse. 








A Good New Year’s Resolution 


Urge Annual Physical Examination on Birthdays. Tuberculin Test 
and X-Ray all suspicious cases. 
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Diagnostic Features of Silicosis and 
Silico - Tuberculosis 


FERDINAND CHENIK, M.D. 
Detroit, Michigan 


jr IS generally recognized today that sili- 

cosis is the most common and, from the 
standpoint of medical interest, the most im- 
portant of the hazardous forms of pneu- 
moconiosis. It is also well known that the 
hazards of silicosis in its effect upon the 
death rate in pulmonary tuberculosis is very 
high. Silicosis has the tendency to produce 
increased susceptibility to pulmonary infec- 
tions and particularly to tuberculosis. Latent 
tuberculous foci or childhood type of tuber- 
culosis may become reactivated by silicotic 
changes or a preexisting silicotic process may 
become complicated by a superimposed tu- 
berculous condition through external infec- 
tion with tubercle bacilli. 

Pathological Changes in Silicosis. Silicosis 
develops by breathing air which contains 
very fine particles of silicon dioxide dust, also 
known as free silica or quartz. The micro- 
scopic silica dust which is capable of produc- 
ing pathological changes in the parenchyma 
of the lungs is only two to five microns in 
diameter; the dust particles which are more 
than ten microns in size are usually harm- 
less. The inhaled dust, when lodged in the 
alveoli of the lungs, is first carried into the 
lymphatic circulation by the phagocytes. 
Thus, the dust becomes deposited in the tra- 
cheobronchial lymph glands producing there 
pathological changes first. But when the in- 
halation of dust continues, supersaturating 
the lymphatic system, then as the next step, 
the phagocytes deposit their dust particles 
in the cells of the lungs. The presence of 
foreign particles in the lung tissue stimu- 
lates a protective reaction resulting in the 
formation of thick fibrous tissue walls around 
the dust particles. In this manner silicotic 
nodules are formed. They are from one to 
six mm. in diameter. The nodules progres- 
sively increase in size. When there is a con- 
glomeration of nodules localized in a certain 
portion of the lungs, there occurs a coal- 
escence of the nodules into larger silicotic 
areas. Thus, silicosis is a progressive disease. 
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Nodulation and formation of new fibrous 
tissue continues in the victim even after the 
exposure to dust has ceased. The damage 
produced in the lungs is permanent. It was 
formerly believed that the pathologica] 
changes in the parenchyma of the lungs was 
due to the mechanical action of the sharp 
dust particles. At present most authorities 
agree that the chemical action of silicon di- 
oxide stimulates fibrotic changes. Silicon 
dioxide, which is slightly soluble in the alka- 
line body fluids, produces toxins which are 
supposed to initiate fibrosis and nodular for- 
mation. The process is always bilateral, oc- 
curing simultaneously in both lungs. The 
length of the process varies from several 
months to twenty years. 

Where silicosis and tuberculosis coexist, 
the pathology in the lungs corresponds to 
the changes produced by both diseases. Nodu- 
lations and connective tissue fibrosis are 
scattered within and about tuberculous in- 
filtrations, forming massive areas of chronic 
disease. Chronic adhesive pleurisy is a fre- 
quent complication. The occurrence of cavi- 
ties and caseation is infrequent. Again, some 
other types may present a somewhat different 
picture, characterized mainly by perinodular 
tuberculous processes. The silicotic nodules 
may become caseous, being surrounded by 
exudative tuberculous infiltrations. In sili- 
cosis, complicated by tuberculosis, it may be 
said generally, that the pathological changes 
correspond to the type of tuberculosis pre- 
sent. 

General Diagnostic Considerations. There 
are no specific signs or symptoms in silicosis 
or silico-tuberculosis that are not found in 
other pulmonary diseases. Shortness of breath 
and disability are the main symptoms. For 
diagnostic purposes the disease is sometimes 
divided into three stages. In the first stage 
the symptoms are not very marked, except 
possibly for some shortness of breath. There 
is no disability at first. As the disease pro- 
gresses, the respiration becomes gradually 
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more and more affected. Then the most 
characteristic symptom is marked dyspnea. 
The breathing is labored and disability also 
sets in gradually. But later, a chronic cough 
may develop; the lung capacity for breathing 
decreases; weakness progresses and finally 
complete disability occurs. In this final stage, 
the victim is likely to develop tuberculosis 
which becomes fatal. Deaths from uncom- 
plicated, single silicosis are infrequent. The 
physical signs are of no help in differentiat- 
ing the disease from other pulmonary condi- 
tions which might be present. But a physical 
examination is of greatest importance be- 
cause, in the first place it leads to the deter- 
mination of the presence of some pathology 
in the lungs, and then it aids in deter- 
mining the presence of some type of infection 
complicating silicosis. In difficult borderline 
cases, the physical examination proves es- 
pecially valuable. Again, a physical examina- 
tion alone is absolutely insufficient for es- 
tablishing the diagnosis. For this purpose, a 
most carefully obtained history and an x-ray 
examination become absolutely indispens- 
able. For the diagnosis of tuberculosis super- 
imposing silicosis, sputum examinations are 
required. 

History. In determining the presence of 
silicosis, a good history is the most essential 
factor. The history must be very complete, 
covering not only the type of work done, but 
also the length of time spent in a certain 
occupation. In taking the history it is of 
great importance to ask the individual about 
all occupations in a chronological order, from 
the day the victim has left school and become 
involved in gainful work until the onset of 
the present disease in question. The purpose 
of this procedure is to discover whether an 
individual who recently had a dustless oc- 
Cupation might not have been exposed to 
inhalation of silica dust sometime during his 
life. Silicosis is a progressive disease and it 
may be traced to a dusty occupation many 
years back in the past. The fact that some- 
body, discontinued many years ago a dusty 
occupation, does not eliminate silicosis. The 
disease is permanent and the progress of the 
disease continues even when exposure to 
Silica dust has been discontinued for many 
years. On the other hand, not being directly 
involved in a dusty occupation does not elim- 


inate the chances of acquiring silicosis. 
Working close to a place from which fine 
silica dust may be blown in many directions 
for a distance of many feet, creates a poten- 
tial environment of exposure. Besides mining 
and quarrying there are many other indus- 
tries where silica hazards exist, such as: 
foundries, potteries, glass factories, paint 
factories using silica, and occupations such 
as grinding, sand-blasting, etc. The concen- 
tration of silica dust varies in different in- 
dustries. The concentration of silica dust de- 
termines the extent of pathology and the 
length of time necessary to produce silicotic 
changes in the lungs. The higher the con- 
centration of the silica dust the less time will 
be required to produce bad effects, and the 
extent of pathological changes will be great- 
er. The length of exposure required varies, 
therefore, with the different occupations in 
various industries. Among foundry workers 
the risk of acquiring silicosis is comparatively 
lower than in many other industries and the 
time of exposure, therefore, would be longer. 
But occupations which involve a high con- 
centration of fine silica dust cause a rapid 
progress of the disease, and silicosis may oc- 
cur in as short a time as a few months. There- 
fore, the details of the type of occupation in 
a certain industry and the length of time of 
exposure must be necessarily included in the 
history. 

X-ray diagnosis. Equally important as the 
history is the x-ray examination. It is super- 
fluous to say that the x-ray plates must be 
taken by an expert and read by an exper- 
ienced radiologist. For the purpose of diag- 
nosing silicosis or silico-tuberculosis, the best 
possible films are required, showing the 
minutest structural changes in the lungs. 
Improper exposures may not reveal the most 
desirable and most characteristic features, 
thus increasing the difficulties in obtaining 
a definite diagnosis. The silicotic nodulations 
on the x-ray plate appear as well-defined 
shadows about 6 mm. or less in size of uni- 
form density. They are distributed bilateral- 
ly, with somewhat lesser distribution in the 
lower portions of the lungs. When there is 
coales@fce of nodules, localized in certain 
areas of the lungs, there appear conglomer- 
ate shadows on the x-ray film. Silicosis may 
simulate many other lung conditions such 
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as miliary tuberculosis, fungi infections, etc. 
By taking a series of x-ray exposures usually 
other diseases may be eliminated. In order 
to obtain a better idea of the distribution of 
silicotic nodulations, stereoscopic plates are 
recommended. Some authorities believe that 
stereoscopic plates and a series of x-ray ex- 
posures are essential requirements for diag- 
nosis. When silicosis is complicated with tu- 
berculosis, the reading of x-ray films becomes 
essentially more complicated. Cavities may 
be seen only in far-advanced cases. 

Sputum examinations. In order to be able 
to determine whether silicosis is complicated 
with some type of lung infection and in par- 
ticular with tuberculosis, repeated sputum 
examinations are of primary importance. 
Routine sputum examinations should be done 
in every case. When the sputum is negative 
for tuberculosis, animal inoculations of the 
material will sometimes prove of great help 
in establishing the diagnosis. 


Lipiodol 
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Conclusion 


1. Silicosis is a permanent and progres- 
sive disease, characterized by nodular for- 
mations and fibrosis in the lungs. 

2. Silicosis has the tendency to increase 
susceptibility to pulmonary tuberculosis. 

3. Shortness of breath on exertion, cough 
and lowered lung capacity are the common 
symptoms in silicosis. 

4. The physical examination is extremely 
valuable but alone is insufficient for estab- 
lishing the diagnosis. 

5. The history is of primary importance. 
but it must be complete and exhaustive with 
special reference to the type of occupation 
in the silica dust environment and the length 
of time of exposure. 

6. Perfect x-ray plates are indispensable. 
They must be interpreted by an expert radio- 
logist. The distribution of silicotic nodules is 
bilateral. 

7. Routine sputum examinations are re- 
quired. 
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Bronchography * 


FRANK WALTON Burce, M.D., F.A.C.P. 


JosepH W. 
P} 1de 

ROM the time that the roentgen ray has 

been used as a diagnostic agent in study- 
ing physiological action and pathological 
changes, physicians and research workers 
have increasingly sought suitable contrast 
media. 

At the present time, we have our contrast 
meals for the gastro-intestinal tract, en- 
hanced in recent years by the added ability 
to visualize the actual mucosal pattern of 
the tract; likewise, in the urinary tract, re- 
trograde pyelography and intravenous urog- 
raphy and cystography; cholecystography 
for studying function and lesions of the gall 
bladder: lipiodol installation of the para- 
nasal sinuses; air as a contrast medium in 
ventriculography and encephalography, pneu- 
moperitoneum, double contrast enemata 
study of the colon; arteriography; myelo- 
graphy visualization of fistulous tracts, as 


Delivered before the meeting of the American Col- 
lege of Chest Physicians at Atlantic City, June 7th, 1937. 
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well as others. 

Roentgenologic contrast study of patho- 
logical changes in the lungs and bronchial 
tree was advocated as early as 1918, when 
Chevalier Jackson! attempted bronchoscopic 
insufflation of bismuth and barium pow- 
ders, while H. L. Lynah*, in 1920, employed a 
mixture of bismuth and pure oil for the lo- 
calization of an abscess cavity. 

The first experiments with lipiodol, as a 
diagnostic agent, were made by J. A. Sicard’, 
and papers published on the subject in 1922. 
Subsequent to this, his assistant, J. Forestier’, 
in conjunction with Leroux, injected lipiodol 
in the human trachea. Since that time. others 
have come to use it, although we feel that 
only the surface of its diagnostic possibilities 
in pulmonary lesions, has been touched. 

Lipiodol application to the bronchial tree 
has a two-fold purpose: diagnostic and 
therapeutic. 

Diagnostic indications are: 
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1. To determine the source of coughed up 
purulent non-tuberculous sputum. 

9. To determine the point of blockage in 
the various types of atelectasis. 

3. To determine the open or closed condi- 
tion of abscesses or tuberculous cavities. 

4. To demonstrate the amount of constric- 
tion and the location of the constriction in 
pronchial stenosis and spasm, such as asthma. 

Therapeutic indications: 

Lipiodol is useful in the treatment of the 
following conditions: 

1. All forms of asthma. 

2. Bronchiectasis. 

3. Chronic retentive bronchitis. 

It is probable that further uses for lipiodol 
will be demonstrated as time goes on. 

It is noted that irrespective of the cause 
or duration of asthma, the instillation of 
lipiodol into the bronchial tree is promptly 
followed by the expectoration of opaque pus 
with a relaxation of the spasm. The frequency 
of treatments necessary to maintain improve- 
ment varies in different cases, but taking in- 
to consideration that mild hay fever often 
causes the severest asthma and vice versa, 
one is led to suspect that the asthma in any 
case is dependent to some extent upon the 
emptying ability of the bronchial tree in the 
individual case and upon imprisonment of 
purulent secretion below the point of bron- 
chiolar constriction. 

Lipiodol is a poppy seed oil containing 40 
per cent iodine. It is opaque to x-rays. The 
iodine is so combined with the oil, that in the 
bronchial tree the iodine is liberated so slow- 
ly that it is non-irritating. The iodine con- 
tent adds so much weight to the oil that 
gravity carries it to the bottom of cavity or 
bronchus, mechanically floating any con- 
tained pus or secretion to a level where it 
can be coughed up. 

The patient’s throat is sprayed with a 10 
per cent cocaine solution while the tongue 
is held far forward, so that no cocaine enters 
the esophagus. Cocaine, even in a 10 per cent 
solution, is not absorbed from the bronchial 
tree or pharynx sufficiently to give symptoms. 
After cocainization, and with the tongue held 
in the same position, lipiodol is applied to 
the bronchial tree by dropping it on the base 
of the tongue during respiration. Following 
the installation of the lipiodol routine an- 
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teroposterior and lateral 
are made. 

Preliminary fluroscopic study may be made 
at the discretion of the clinician and roent- 
genologist. It is not a necessity. We would, 
however, like to stress the importance of the 
lateral bronchogram. By reason of the ana- 
tomical overlap of the lobes of the lungs, 
this projection will help to separate the over- 
lapping shadows of the bronchial tree. The 
various oblique views are made according to 
necessity, after a wet film survey is made of 
the first two roentgenograms. One reason for 
not routinely fluoroscoping is our desire to 
get the bronchograms before the patient 
coughs. 

Technique is a bit different from the or- 
dinary roentgenograms for lung detail. Bron- 
chography being a contrast study, we prefer 
to sacrifice the finer lung markings for blacks 
and whites. 

The time of excretion of lipiodol is a moot 
question that still must be settled by re- 
search. In some cases the lungs are clear in 
twenty-four hours, while in others the lipio- 
dol may remain for months, and in one per- 
sonal experience, a cluster of small shadows 
were observed after a period of two years. 

Ballon and Ballon’, claim that the oil is 
eliminated more quickly from diseased than 
healthy areas. Looking at this question from 
different aspects, one might argue from 
several angles as to its reliability. If we start 
from the premise of the ciliated epithelium 
and its action, similar to that of the para- 
nasal air cells, then we would expect oil to 
remove more quickly from the normal areas. 
Proetz, in his study of these sinuses, set 
seventy-two hours as the dividing line be- 
tween normal and pathological. However, if 
one compares these to inflamed and irritable 
mucosa of the gastro-intestinal tract, then 
the reverse effect, or that claimed by Ballon 
and Ballon, would hold good. Cough impulse 
must also be taken into consideration. 

In the trachea and larger bronchi there will 
be developed a normal and abnormal mucos- 
al pattern, just as has been developed in the 
gastro-intestinal tract and especially similar 
to the roentgenographic picture of the double 
contrast study in the colon. 

Most of our observations have been made 
upon bronchiectatic lesions. We have come 
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to recognize three types, or three stages, of 
the same lesion. 

First; Tubular: The outline of the bron- 
chial aborisations show a nodular outline in- 
stead of the normal smooth appearance, with 
increase in bronchial diameter. 

Second; Fusiform: The typical clubbed 
finger picture is observed. Depending upon 
the stage, the contrast material may or may 
not enter the alveoli; if there is a distinct 
filling defect, localized bronchiectatic atelec- 
tasis is indicated. 

Third: Saccular: There occurs the rounded 
grape-like outlines of lipiodol, either com- 
pletely filled or showing a fluid level. 

Naturally, by reason of dependency, the 
bases are more liable to bronchiectatic lesions 
than elsewhere, and the right side, more than 
the left. The upper branches of the bronchial 
tree are not immune, however. Like any le- 
sion elsewhere, one must be on the lookout 
for the early changes and this requires a care- 
ful scrutiny of the various branches of the 
bronchial tree. 

Bronchography has added a very valuable 
adjunct in the diagnosis of bronchiectasis 
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for by no other means can it be definitely 
diagnosed, particularly early enough for 
therapy to be of any real effect. Likewise. 
the contrast study permits one to serially 
study the progress of a patient and we do 
see striking results, both symptomatically as 
well as structurally. 

One is many times surprised at the dis- 
placement of right and left main stem bran- 
ches. This finding is invariably the result 
of collapse of a lobe with emphysematous 
distention of the superimposed or underly- 
ing lobe. The resulting x-ray pictures of the 
bronchus, resembles a steerhorn. 


In some cases the tuberculous cavities fil] | 


readily, and bronchography offers another 
means of differentiating cavities, localized 
pneumothoraces and pleural blebs or rings. 
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Aphorisms Concerning Diseases of The Chest « 


SAM H. Sniper, M.D. 


Kansas City, 


FMPYEMA of the thorax should not be 

drained early. The first impulse, when pus 
forms, is to get rid of it at once. But in the 
case of empyema, this means operation, while 
the patient is still acutely ill with pneumo- 
nia, and it also means the induction of a mas- 
sive pneumothorax, while the patient is still 
acutely ill. Closure in such a case is usually 
very difficult, because of the extensive pneu- 
mothorax. The proper treatment is early 
aspiration, and if necessary, the empyema 
may be drained later. By so doing, we can 
choose the time of operation and avoid oper- 
ating on an acutely ill patient. If the pus is 
kept aspirated to a low level, adhesions will 
form low down; massive pneumothorax will 
not result from the drainage operation, and 
closure will be relatively easy. Empyema com- 


Reprinted from Kansas City Medical Journal. 
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plicating artificial pneumothorax seldom de- 
mands drainage. 

Pleurisy with effusion is nearly always tu- 
berculous. The extent of the tuberculosis is 
usually slight, and this fact caused the etio- 
logical significance of pleural effusions to 
be overlooked until comparatively recent 
years. It is probable that the pleural effusion 
forms as a result of the irritation of allergic 
cells in the pleura by slight tuberculous in- 
fection. Examination of the fluid for tubercle 
bacilli by the smear method is usually nega- 
tive, and even guinea pig inoculation has 


been known to show negative results in cases | 


that later proved to be tuberculous. If the 
patient has an idiopathic pleurisy with effu- 
sion, it is best to tell him that he probably 
has tuberculosis and warn him as to the dan- 
gers. 

Onset of Tuberculosis. Two types of onset 
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are common in pulmonary tuberculosis. 


A. The Insidious Onset. 

The insidious onset is characterized by 
a triad of symptoms. Significant symptoms 
are cough and expectoration, fever and 
tachycardia, loss of weight and strength. 
When a patient has these symptoms for 
three months, or more, the diagnosis is tu- 
perculosis, until it is disproven. 


B. The Sudden Onset. 

The sudden onset is characterized by 
what appears to be an attack of influenza 
or influenza with pneumonia. If such a 
ease fails to get well within a short time 
and continues to run fever, the chest should 
be carefully studied with x-ray plates to 
see if tuberculosis is present. Persistent 
search in the sputum for tubercle bacilli 
may clear the diagnosis. 

Chronic Pneumonia, usually called “un- 
resolved pneumonia” is due usually to either 
empyema or tuberculosis. Every case of chron- 
ic pneumonia should be carefully investi- 
gated to determine why the toxemia con- 
tinues. 

Hemoptysis of a definite quantity, say one 
dram or more of bright red blood, followed 
for hours or days by blood-streaked sputum, 
is usually due to tuberculosis. If a patient has 
a definite hemoptysis which cannot be other- 
wise explained, he should be regarded as hav- 
ing pulmonary tuberculosis, even though 
physical examination of the chest and x-ray 
plates are negative. Hemoptysis is occasion- 
ally due to bronchiectasis. 

Sputum Examination. One negative sputum 
is worth very little in disproving a diagnosis 
of tuberculosis. If the case is a suspicious one, 
persistent search should be made through 
a great number of specimens, and even then 


bacilli may not be found, even though the. 


correct diagnosis is tuberculosis. 
Artificicl Pneumcthorax. Almost every case 
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of tuberculosis which comes to a fatal con- 
clusion passes through a stage when arti- 
ficial pneumothorax shoulda be applied. If 
we studied our cases carefully, from their 
inception, pneumothorax would be used much 
more widely, and many more lives would be 
saved. 

Rest is all important in the treatment of 
tuberculosis. I am accustomed to telling my 
patients that the first principle of treatment 
is rest. The second principle of treatment is 
Rest, and the third principle of treatment 
is R-e-s-t. 

Asthma. When an attack of asthma is 
quickly and completely relieved by the in- 
jection of adrenalin, it is usually due to al- 
lergy. In this way, adrenalin becomes a very 
good diagnostic agent, for it aids in sepa- 
rating the allergic from the mechanical and 
reflex asthmas. If adrenalin consistently 
fails to relieve the attack of asthma, the 
asthma is ‘probably not due to allergy. 

Bronchiectasis. I believe that most cases 
of bronchiectasis have two etiological fac- 
tors, (1) a congenital weakness of the bron- 
chial wall, and (2) retention of secretions as 
a result of infection. The latter factor is one 
which may be attacked with some success. 
Infection in the lower bronchial tree results 
in irritation. Irritation produces hypersecre- 
tion. The hypersecretion leads to retention, 
and the retention results in: further infec- 
tion. Thereby, a vicious circie is produced 
which results ultimately in distention of the 
bronchial tree. The best way to attack this 
vicious circle is to prevent retention. In drain- 
ing the bronchial tree, three cardinal prin- 
ciples are involved. Compare the bronchial 
tree with a bottle. In order to empty it, you 
must get the cork out, thin the contents 
and invert the bottle. This means increase 
the caliber of the bronchial tubes, liquify 
the bronchial content and use postural drain- 
age. 
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Total Left PPneumonectomy for Primary 
. . % * 
Bronchogenic Carcinoma 
Case Report* 


THOMAS J. Kinsetita, M.D. 
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| AM very sorry that my patient was unable 
to appear before you this evening but 
a slight indisposition, unrelated to the pres- 
ent illness, prevented him from making the 
automobile trip to the city for this meeting. 
This man, sixty-one years of age, a hotel 
keeper and former railroad conductor, first 
consulted me on June 21, 1937, referred by 
Dr. E. E. Carpenter of Superior, Wisconsin, 
because of cough, fever, and loss of weight. 
He had apparently been perfectly well until 
the middle of December, 1936, when he de- 
veloped an acute tonsillitis followed by an 
arthritis of the right great toe which persisted 
for two weeks. With this tonsilitis he had a 
fever to 101 degrees and cough and expectora- 
tion of colorless mucoid material amounting 
to one-half ounce in twenty-four hours. When 
the acute process subsided, cough and ex- 
pectoration of clear mucous and slight dys- 
pnea without wheezing persisted. His chest 
was negative to physical and fluroscopic 
examination on January 20, 1937. The cough 
and expectoration without blood or pus con- 
tinued with increasing loss of strength and 
weight which by April totaled twenty-three 
pounds. X-ray examination at this time 
revealed an infiltration about the hilum of 
the left lung. After a period of four weeks 
treatment at a rest home, he was transferred 
to the Middle River Sanatorium at Superior, 
where he remained until June 20, 1937. The 
cough expectoration and weight loss con- 
tinued in spite of bed rest until he had lost 
a total of thirty-three pounds in a period 
of six months. Repeated sputum examina- 
tions by smear and guinea pig innoculations 
were negative for mycobacterium tubercu- 
losis. 
My examination revealed a large, well 
developed man presenting evidence of marked 


* Reprinted from Minnesota Medicine, Vol. 20—No. 
XII.— December 1937 

* Read before the meeting of the Minneapolis Surgi- 
cal Society, October 7, 1937. 
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Minnesota 





weight loss. He was troubled by a frequent | 
slight cough with expectoration of clear | 


mucoid material. Physical examination re- 


vealed obstructive emphysema of the left | 


upper lobe and roentgen examination showed 


an increased infiltration in the left lung as | 
compared with one month previously. Bron- | 


choscopic examination by Dr. L. R. Boies 
revealed mucoid secretion coming from the 


upper lobe bronchus but no tumor mass. A | 
diagnosis of obstruction of the left upper lobe | 


bronchus probably due to malignant tumor 
without evidence of metastasis was made and 
exploration recommended. A complete x-ray 


study of the gastro-intestinal tract revealed | 


no evidence of new growth. 
The patient was admitted to Northwestern 


Hospital on July 7, 1937, and left pneumo- | 
thorax induced as a preliminary to thorac- 


tomy. This was continued for a period of ten 
days and a 50 per cent collapse of the lung 
obtained. Bronchoscopic examination was 
repeated in the hope of visualizing a tumor 
in the upper lobe bronchus and obtaining 
a biopsy to establish the diagnosis but again 
there was no mass to be seen. The obstruction 
of the upper lobe bronchus persisted and the 
patient continued to run a mild septic type 
of temperature from secondary infection in 
the obstructive lobe. 

On July 20, 1937, under intra-tracheal cy- 
clopropane anesthesia, administered by Dr. 
Ralph T. Knight with the patient lying on 
his back, the left pleural cavity was opened 


by long transverse incision through the third | 


interspace anteriorly without resection of the 
rib but with a parasternal section of the third 


and fourth cartilages and the incision wid- | 


ened by means of a rib spreader. Extensive 
adhesions encountered anteriorly and medi- 
ally were divided and a total left pneu- 
monectomy performed according to the Rien- 
hoff technic. The mediastinal pleura was 
opened and the left pulmonary artery and 
veins doubly ligated and sectioned in Sé 
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AsHEVILLE, NortH CAROLINA 

This city is among the pioneers specializing in tuber- 
| culosis healing. The record of ASHEVILLE specialists 
in this branch of medicine is impressive. The records 
i of health regained here is attested by hundreds of 
| active business leaders now in ASHEVILLE, and by 
) hosts of men and women throughout the nation. 
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invite the medical profession to study 


vhat Asheville can do for their patient: 
Sanitaria data free upon request. 
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( ZEPHYR HILL SANATORIUM f ST. JOSEPH SANATORIUM 


For the treatment of tuberculosis and chronic 
Diseases of the Chest. 
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(Conducted by the Sisters of Mercy) 


: Fireproof, steam heat. All rooms have private sleeping 
C. H. Cocke, M.D. porches with private or connecting baths. 
S. L. Crow, M.D. J. W. Huston, M.D. 


Mrs. W. I. ABeRNeTHY, R.N., SUPERINTENDENT Graduate Nurses in Attendance. 
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VIOLET HILL SANATORIUM 


Owned and operated by Mrs. Florence Barth 
Each room has a sleeping porch with southern exposure. Free automobile transportation to Town 


ASHEVILLE Reasonable Rates NORTH CAROLINA 
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"PORTLAND OPEN AIR SANATORIUM | 
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MILWAUKIE, OREGON 


A thoroughly equipped institution for the modern medical and surgical treat- 

ment of tuberculosis. An especially constructed unit for thoracic surgery. The 

most recent advances in pneumolysis applied to those cases demanding this 
branch of intrathoracic surgery. 
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Descriptive Booklet on Request 


: , ._ ) Ralph C. Matson, M.D., and Marr Bisaillon, M.D. 
Medical Directors: ( 1994 Stevens Building Portland, Oregon 
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Grace LUTHERAN SANATORIUM. FoR TUBERCULOSIS 
701 SOUTH ZARZAMORA STREET SAN ANTONIO, TEXAS 
; patients irrespective of denomination or creed. Idea] all year climate. ...Excellent medical and 
I pt Sepa OO Fluoroscopic, and Pneumothorax service." New, distinctive, Individual Bungalows.... 
ly modern: also Private Rooms with baths and sleeping porches....all equipped with radio.... 
tiful grounds....Moderate Rates. 
For booklet and information address . PAUL F. HEIN, D.D., Pastor & Sup't. 
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quence. The left main bronchus was divided, 
without crushing, about fifteen millimeters 
from the carina and after section of the car- 
tilages at two points was closed with inter- 
rupted silk sutures. The bronchial stump was 
allowed to retract into the mediastinum and 
the mediastinal pleura closed over it. The 
chest incision was then closed tightly without 
drainage. Intravenous fluid and blood were 
given during the operation as a precautionary 
measure but the procedure as a whole was 
well tolerated and the patient left the oper- 
ating table with his skin warm, dry and pink 
and a pulse of 84, respiration of 20, and blood 
pressure, 124/80. The excised lung revealed 
a squamous cell carcinoma, which almost 
completely obliterated the upper lobe bron- 
chus without any projection into the stem 
bronchus. There was considerable secondary 
pneumonitis and bronchiectasis distal to the 
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tumor mass. The patient’s postoperative con- 
dition was relatively uneventful. He remained 
in an oxygen for twenty-four hours and was 
then removed as there was no evidence of 
anoxemia. The left pleural cavity rapidly 
filled with fluid which was not disturbed 
as no pressure symptoms developed. Subse- 
quent aspiration two weeks after the opera- 
tion revealed a straw colored clear fluid with 
a cell count of 200 per cubic millimeter. The 
wound healed by primary intention, the pa- 
tient was permitted to get out of bed at the 
end of two weeks and walked out of the hos- 
pital at the end of the fifth week in good 
condition. His subsequent course has been 
uneventful. A detailed report will be published 
at a later date. To our knowledge, this is the 
first successful total pneumonectomy per- 
formed in the state of Minnesota. 





ORGANIZATION NEWS 


To our Fellows of the American College of 
Chest Physicians: Best Wishes For A Happy New 
Year. 


Remit your dues for 1938 promptly; make 
your check payable to the American College of 
Chest Physicians, and mail to Dr. R. B. Homan, 
Jr., Secretary-Treasurer, P. O. Box 1069, El Paso, 
Texas. 


Notify this office at once if there is a change 
of address, or if your present listing in the 1937 
Pneumothorax Directory is incorrect. This in- 
formation is necessary to assure correct listing 
in the 1938 Pneumothorax Directory. 





_ In order that you may be certain to receive 
issues of “Diseases of the Chest,” mail your check 
for your 1938 dues NOW. 
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METHODIST SANA’TORIUM 


ALBUQUERQUE, NEW MEXICO 


A modern sanatorium for the Tuberculous — Four large modern well-equipped buildings and fifty cottages 
surrounded by beautiful lawns and trees— Open to all physicians — Rates $50.00 to $75.00 per month 
medical care extra. 
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MRS. MINNIE G. GORRELL, Superintendent 








Manor Nursing Cottage 


Equipped with X-ray and Fluros- 
cope; Pneumothorax. 


Lillian E. Hutchings, Owner 
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BROWNS MILLS -In The Pines 
NEW JERSEY 


80 miles from New York City; 32 miles from Philadelphia; 3 miles from Camp 
Dix—lIdeally located for patients with respiratory diseases. 


Browns Mills Nursing Cottage Sycamore Hall Sanatorium 
Incorporated 
Excellent Medical and Affiliated Surg- 
ical Treatment for Tuberculous pa- 
tients. Well Known For Home-Like 
Environment and Excellent Food. 


Marcus W. Newcoms, M.D., Medical Director | 
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Equipped with every modern 
convenience. 
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Palmer Sanatori nae” 
a e a rium ILLINOIS 
A Private Sanatorium of the Highest Class. Very modern inclusive rates with no extra charges. Fully approved 
by the American College of Surgeons. Unusual refinements of service. New and modern buildings and equipment. 
A CONVALESCENT SECTION for non-tuberculous convalescents. 
Circulars on request: Dr. Georce THomas Patmer, Medical Director. 
~—-— -) 
' DOCTOR: SEND YOUR NEXT PATIENT TO THE 
! MONROVIA — CALIFORNIA 
A modern 18 bed sanatorium with a double suite of rooms for each pa- 
tient; beautifully situated in the foothills of the Sierra Madre mountains. 
j FRANK PORTER MILLER, M.D., ae ecienveenlll i 
i THIRTY-FIVE YEARS OF UNRIVALED SERVICE FOR THE SICK HAVE MADE 
¢ + . 
St. Joseph Sanatorium and Hospital 
i ALBUQUERQUE, NEW MEXICO 
: The Most Beloved and Famous Institution of the Southwest 
; A 200 K.V.P. SHOCK-PROOF DEEP THERAPY MACHINE HAS RECENTLY BEEN INSTALLED 
' . — 
ae =: 
| SOUTHERN SIERRAS SANATORIUM — 
j BANNING, CALIFORNIA 
j Location, near but not directly on the desert (altitude 
i 2,400) combines best elements of desert and moun- 
: tain climates....A sustained reputation for satis- 
| faction, both among physicians and patients... .Send j 
j ‘yas ie your next patient here, and you may be assured of t 
: ALK _ we . his receiving maximum benefit, and of his full ‘ 
ie woo — 5 ae gratitude. 
. , — — C. E. ATKINSON, M.D.__.. MEDICAL DIRECTOR 
| " 
MONROVIA (Maryknoll Sisters) CALIFORNIA 
A sanatorium for the treatment of tuberculosis and other diseases of the lungs. Located in the 
foothills of the Sierra Madre Mountains. Southern exposure. Accommodations are private, mod- 
ern and comfortable. General care of patient is conducive to mental and physical well being. 
Sister Mary Edward, Superintendent E. W. Hayes, M.D., Medical Director 
FRANKLIN MANOR, 68 FRANKLIN AVE., SARANAC LAKE, N. Y. 
A Private Sanatorium for tuberculous patients requiring nursing care. Accommodations for 
fifteen patients in a homelike atmosphere. 
Rooms with and without sleeping porches. Suites with private bath. Rates $25 to $50 per week. 
HONE, Saranac Lake, 846 M. CAMILLA HAYES HUDSON, R.N., Supt. ; 
When writing please mention DISEASES OF THE CHEST 27 
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